This study explored parents' perspectives regarding their involvement in safety for their hospitalized children. We employed qualitative description and semistructured interviews of parents of children in an urban tertiary hospital ward. Content analysis revealed 4 parent themes: risks to child safety and comfort, hospital role as a protector, participation in safety varies by individual and organizational factors, and balancing safety with "speaking up" interpersonal risks. We suggest key concepts to incorporate into staff education and family engagement/safety programs to develop effective partnerships between clinicians and parents.
I
MPROVING QUALITY for hospitalized children is increasingly focused on ensuring and interweaving 2 domains of quality care: safety and patient-centeredness. [1] [2] [3] [4] Patientcenteredness refers to a partnership emphasizing open access to information, shared decision-making, and mutual respect. 1, 5 Engagement of patients and families and promotion of self-efficacy in health care 6 are promoted as potential ways to improve safety. These include hospital-based efforts to engage parents around preventing adverse events, 7, 8 such as participating in early warning systems to expedite escalation in care, [9] [10] [11] and increasing public awareness of patient participation, such as the federally funded Speak Up Campaign 12 that encourages families to verify or question health care worker behaviors.
Efforts to promote involvement of patients and families in ensuring safe care hinge on the uncertain assumption that health care providers, systems, and families themselves are ready to effectively partner in this way. [13] [14] [15] [16] There are gaps in our understanding of how diverse parents and families of hospitalized children in the United States interpret the concept of patient safety and, most importantly, how they respond and react to their role in preventing harm. Gaining this information could then inform efforts for providers and parents to engage together and identify elements of a family-centered conceptual model and programs to promote partnership around safety of a hospitalized child. Therefore, the purpose of this qualitative study was to describe the perspectives of families about safety for their hospitalized children. Specifically, we sought a rich description of families' perceptions of their roles in helping to prevent hospital-acquired harm in their children.
METHODS

Design
This study used qualitative description to develop a rich descriptive summary of the participants' perspectives. Qualitative description stays close to the data during the analysis process to ensure that participants' perspectives are identified on a narrowly defined topic without a predefined behavioral or sociological framework. 17 We conducted semistructured, in-depth interviews influenced by a family-centered care perspective. 18 In addition, observation of participants was used to capture nonverbal or environmental context.
We developed the semistructured interview guide on the basis of research team member experience in delivery and receipt of care and integrated existing general theories on patient engagement related to safety, which were not specific to children. 19, 20 Interview questions probed parent perspectives of (1) their definition of hospital safety, (2) their roles and interactions with health care professionals in preventing harm, and (3) factors affecting parent participation in safety activities and behaviors.
The research team developed and iteratively revised the interview guide as participants' perspectives emerged. The research team included a family advisor and professionals with backgrounds in health services research, qualitative research, and quality improvement; medicine and nursing; and family engagement. These diverse perspectives helped to ensure objective analysis with unique interpretations of the meaning of the data.
Setting and recruitment
Participants were recruited from the medical-surgical unit of a 109-bed children's service in a Magnet-certified urban tertiary care academic medical center, from March 2014 to January 2015. The authors' university Institutional Review Board approved this study. Participants were English-or Spanishspeaking parents/caregivers ("parents") of children aged 0 to 18 years admitted for at least 24 hours. The primary investigator approached inpatient clinical teams on potential interview days to identify families who differed by child chronicity of disease, experience with hospitalization, socioeconomic status, educational level, race/ethnicity, perceived level of assertiveness, and age of child. This purposeful sampling strategy sought to ensure maximum variation within and across parent experiences. Preliminary eligibility included hospitalization for at least 24 hours at the time of interview, child not critically ill or in palliative care, and parents without obvious mental illness. While 20 parents were approached to participate, 8 refused for various reasons, including "too stressed." Ultimately 12 parents provided verbal consent for their own participation and written consent for access to their child's medical chart; children older than 11 years gave assent. Participants received $25 gift cards.
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JOURNAL OF NURSING CARE QUALITY/OCTOBER-DECEMBER 2016 experienced interviewers with 1 additional team member present for all interviews for note taking and technical support. Audio-recordings were transcribed by an independent transcriptionist and checked for accuracy. Spanish-language interviews were conducted with, translated, and transcribed with assistance of bilingual, bicultural interviewers. Interviews lasted between 20 and 50 minutes. Summaries of the interview, including participant observation and field notes, informant information, and condition of the patient as summarized by the parent, were included in the de-identified transcripts available to the entire team.
Parent interviews were conducted until we reached informational redundancy, or saturation, and no new themes emerged. We used qualitative content analysis, a process that emphasizes staying close to the participants' responses and inductively builds categories on the basis of clusters of subcategories. 21 We analyzed the data, using constant comparison technique, which entails returning to previous interviews when new themes are revealed subsequently. 22 This approach ensures that the data are saturated and examined for varying perspectives. To ensure reliability, the team reviewed transcripts of the first 3 interviews independently, submitted notes on themes and illustrative data, and met after each cycle to review themes to reach consensus. Once a preliminary code list was constructed, subsequent revisions were shared and reviewed by the entire team at regular meetings for peer examination. Thematic saturation or informational redundancy was identified after only 10 interviews and confirmed with an additional 2 interviews.
Code list revisions were reviewed at monthly team meetings; emerging categories were compared between interviews. Two team members re-reviewed and applied the final codes for each interview. The team's expert in qualitative analysis reviewed the code list development to ensure adherence to qualitative description technique. To ensure reliability, we contacted study participants after data analysis for member checks to ensure that the code list resonated with their experience. An ongoing written audit trail was maintained for dependability and confirmability. To further ensure internal validity, we used fair dealing, a widely inclusive approach that promotes diverse, extreme, and contradictory viewpoints by oversampling "less assertive" participants. Codes were organized and managed using Atlas.ti (v 2.2), a qualitative data management system.
RESULTS
Parent participants were oversampled to reflect diversity of child medical history, hospitalization, socioeconomic status, and outward assertiveness. Parents' mean age was 34.4 years; 10 mothers and 2 fathers agreed to be interviewed. Duration of admission at the time of interview ranged from 3 to 26 days. Family socioeconomic status ranged from 8 to 42 (reference range, 8-66). 23 Nearly half were immigrants, and one-third spoke a language other than English in the home (see Supplemental Digital Content Table, available at: http://links.lww.com/JNCQ/A262); 2 interviews were conducted in Spanish.
Overall, parents viewed the term "hospital safety" as both avoiding harm and as assurance of comfort. Four consistent themes emerged from analysis: (1) Parents identify potential risks to safety, including behavioral, communication, and environmental lapses; (2) parents describe their hospital role as an extension of their "home" role as protectors; (3) parental participation in safety practice varies by individual (exhaustion, familiarity with US health care social norms) and organizational (hospital culture) factors; and (4) parents continually consider a balance between ensuring child comfort and safety, and speaking up and risking damage to relationships with clinicians that could affect care or interactions for child and family.
falling, from getting the right dosage, the right nurse and being in the right place" but also issues of child comfort, timely diagnosis, and medication side effect monitoring. Overall, safety meant both "feeling comfortable/at ease" in a healing setting and not "getting hurt in the hospital," and involved patient, family, staff, and environment to "[make] sure the nurses wash their hands and wear gloves while they do stuff, and when they go from one patient to the next. That is part of safety . . . and everything in the room is how a hospital is supposed to be."
Parent definitions of safety encompassed 3 components. First, a wide range of environmental concerns was identified, such as physical plant issues like wet floors, cleanliness, and ambient temperature control, and physical security concerns such as unwanted or untrusted visitors, which can be families of other patients, since "someone could walk right in and take him."
Second, parents saw health care worker behaviors as safety factors: "needles and nurses" and "wearing gloves, soaping up." Third, parents highlighted the importance of effective communication-between health care workers and parents to "catch a mistake" as well as communication among health care workers: "I am hoping [the physicians] are communicating with the nurses (chuckle) on proper doses of medication, and the correct medication for each individual." Participants viewed a perceived or actual discrepancy between physician plan and staff execution, or between physician plans, as important and unnerving threats to child safety and unsettling their sense of safety and comfort.
Being a parent in (and outside of) the hospital and responsibility to protect
Parents viewed their primary role in the hospital as protectors, as an extension of their parental role to prevent harm outside of the hospital: This responsibility is both their right and their job. Parents exercised this protector role by watching their child and their care, being either reactive or proactive, and serving as their child's voice. These activities were often couched as advocacy: "to be the strongest advocate for a little guy who cannot vocalize, cannot verbalize things at this moment."
In performing this role, parents identified specific independent and interdependent behaviors to keep their children safe in the hospital in 2 themes. Direct independent parent actions include "keeping track" of events, medications, and providers, and communicating about safety rules such as hand hygiene and isolation precautions with child and visitors.
Interdependent behaviors included actions and "jobs" involving interaction with staff, such as "watching over" both the child and the care given, and potential communication with health care providers around both. To varying degrees, all parents noted the importance of watching over their child for "knowing what is going into him, knowing what potential side effects there may be, know what is normal, know what is not so normal . . . I can relay it to the nurse or doctor. Being a parent you can tell if a medication made him a little more sleepy or his eyes became red." These interdependent behaviors involved situational awareness and monitoring care itself to "make sure there are no surprises" and "double checking." In turn, observing changes in child or care may lead parents to questioning staff adherence to process such as isolation precautions or central line care in which "they always do the same thing."
Parent participation in safety practices:
Variation by personality, situation, and perceived risk Many factors influence parent participation in safety practices including (a) interpersonal skills, (b) variation in individual and situational capacity to participate, (c) previous experience and knowledge, and (d) personal style. Parent comfort in questioning providers about clinical practice issues can be a "stressful balancing act and being able to ask questions." Interpersonal issues were a nearuniversal concern influencing participation, particularly the fear of offending staff by being "too demanding" or perceived as questioning professional competence. Parents worried that "when somebody is too demanding, the people might get tired of them," which might then negatively impact treatment of the parent, family, and possibly "take it out on the" child. This awareness of interpersonal issues is on parents' minds: "I just do not want them to think, 'That mama asks too many questions. That mama acts like she is in the medical field. ' 
The alternative, remaining quiet in the presence of perceived unsafe practice could harm one's child, and balancing these thoughts is stressful:
I should not be the one telling you to put on mask. It is a little bit hard sometimes because I do not want to offend them and stuff like that. There was a particular nurse that didn't wear gloves [during medication administration through a central line] . . . So I wanted to say something, but I just couldn't say anything. I looked at her . . . because I expect her, come on; you should know better not to do that.
Thus, parents have to weigh the risk-benefit of being assertive to protect their child.
More experienced or assertive parents also acknowledged the risk of questioning practice and risking offense but consciously choose to ask safety questions when necessary. At the same time, parents recognized that mistakes are part of "human nature" as both an acknowledgment of realistic expectations and fears: "We are all human beings. The doctors and nurses are not perfect . . . We can help one another." In addition, individual parent management style and state of mind were described as influencing the odds of "speaking up."
Parents' ability to participate in safety behaviors was also dependent on their state of mind, including their ability to concentrate on safety over immediate needs of the child since "all you can think about is your child" and their own emotional needs. In addition, language barriers could preclude parent understanding of risk and literal ability to "say something" and insisting on an interpreter. Parents acknowledged that participation is also dependent on their personality and assertiveness level, in general.
Parents born outside the United States and especially non-English speakers described other barriers from subtle (social cues and deference) to overt (language) differences with the culture of health care workers and the American health care system: "I know I have the right to ask [physicians to wash their hands] but I don't know . . . God is here (holds hand at eye level) and doctors are here (holds hand 1 inch below)."
All participants born outside the United States were more reserved or deferential to most providers, regardless of socioeconomic status. This difference, however, was modifiable: During a follow-up interview (member check), one foreign-born parent reported that although she initially reported that she was "unable to speak up," she became more confident and less reticent about questioning staff practice after the study interview.
Parent attitude toward involvement in interdependent safety behaviors with clinicians, such as double-checking medications or questioning a behavior, varied along a spectrum from assertive advocate-to discerning/ reserved-to completely deferential. While some parents viewed themselves as "aggressive" and less concerned with offending staff, others were more cautious about behaviors "worth" speaking up about; one parent was unaware that she "even could" say something to a physician about hand washing.
Parents who had reported previous experiences with safety events during their own or other's hospitalizations admitted that those experiences influenced their "watching over" and vigilance in speaking up. These parents also recognized near-misses with medication errors or observed unsafe or deviation practice around procedures such as line care or other infection prevention practices like isolation.
Culture of consistent, specific verbal invitations, and visual prompts
Parents offered several ideas to encourage active involvement in their child's safety during hospitalization. Two specific Copyright © 2016 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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recommendations were most frequently voiced: increasing parent knowledge and awareness of safety issues, and staff encouragement and direct invitation of parent involvement.
Experienced parents recognized that their knowledge resulted from repeated observations and specific, situational teaching around particular safety risks, such as central venous catheters. Parents requested more information and communication about potential risks of therapies ("the whole risk") to participate in harm prevention and to set expectations for monitoring and reacting to an untoward event or adverse reaction. There were mixed feelings about knowing these risks: "I don't want to know but I have to know" (speaker emphasis).
Parents advocated consistent messaging and education about safety practices, verbal invitations, and orientation to the physical and culture environment to feel "comfortable" overall. All parents suggested that the best way to influence parent participation is personal, consistent encouragement by providers and specific, overt invitations with a collaborative tone. Even assertive parents requested routine and explicit communication to reinforce their awareness of safety concerns and to help them feel at ease and part of the team.
Parents also advocated posting of parent safety participation recommendations in public places on the unit, such as a national safety organization's family-directed poster (www.solutionsforpatientsafety.org) or staff badge holder logos inviting participation: "Are my hands clean? Ask me." Participants reported that visible institutional endorsement of recommended parent behaviors on safety would help parents feel more confident asking questions by serving as a shared, public visual prompt for patients, families, and staff: "It is like if you see it in the books they give you okay. But . . . if it is in a poster they would see it too-the nurses and doctors." Supplemental videos or pamphlets were also proposed. The Table describes parent recommendations for safety-focused activities nursing staff could share with parents during hospital orientation upon the child's admission.
DISCUSSION
Although providers and health care systems frame the discussion around safety for patients and families, parents view and define "safety" more broadly than current industry definitions centered around harm prevention and errors, as others have shown in intensive care settings. 24, 25 In our pediatric ward-based study, parents viewed safety as a concept encompassing physical, emotional, mental, and environmental comfort and assurance about expected care for both child and family. Furthermore, parents linked their own comfort or ease as an important determinant in speaking up and asking questions. This supports further efforts to promote "safety culture" and an environment that is consistently emotionally and physically comfortable for parent participation. 25, 26 These parent perspectives on safety suggest that current models on patient engagement and participation 19, 20 have not adequately addressed the complicated interpersonal issues that characterize the social role of a parent of hospitalized children. A "social role" consists of a set of connected behaviors, rights, obligations, beliefs, and norms as conceptualized by people in a social situation. Parents often experience child hospitalization as loss of control including loss of capacity to protect their child, compromising their role and "right" as parents resulting in a universal admission of "watching over" their child and their care. 24, 26 The degree of this vigilance and associated behaviors in parent participation varies on the basis of degree of parent autonomy, self-efficacy, and technical knowledge required. 13, 20, 25, 27, 28 Our study adds to the emerging recognition that there is spectrum of parent participation in interdependent safety behaviors that involve assertive behaviors, such as double-checking or questioning professional practice. 15, 25 Various behavioral models could explain why parents and patients perform risk/benefit calculations: will speaking up about a behavior offend staff be worth potentially reducing the risk of infection to my child? Previous qualitative studies in ambulatory oncology settings suggest that parents rationalize their new powerlessness in health care to minimize the "tension between wanting to do all that one can do to minimize one's child's risk for harm due to medical error and the actual options one has in doing so." 29(p2348) Hospital providers and parents likely do not agree or communicate the reasonable expectations of parental involvement in child harm prevention, especially in view of the psychosocial and emotional issues being managed by the parents themselves. The rich, frequent, and universal descriptions about this quandary from every participant suggest a larger issue around culture and social roles even outside of intensive care. 26, [30] [31] [32] [33] Several reviews have attempted to identify effective tools or materials for promoting patient and family engagement specifically on safety. 5 However, our study found that in the moment of care, parents repeatedly emphasized the importance of comfort around each personal interaction with providers: Individual, specific articulation of safety concerns and precautions could raise awareness and promote openness and trust. These individual interactions, along with visual cues for staff and parents, may reduce perceived tensions and increase effective communications and comfort levels. Emphasis and invitation to participate in formal processes, such as bedside handoff and participation in patient-/family-centered rounds, have reduced errors in several settings, possibly by creating a comfortable environment for participation. 26, 34, 35 Parental capacity and participation in safety-related practices for their hospitalized child reflect the interpersonal complexity of navigating parenthood in the hospital. By exploring the experiences of a diverse group of parents who vary along a spectrum of psychosocial and empowerment/activation characterizations, we identified some potential modifiable factors that affect parent engagement at any given time in a child's illness and admission. This dynamic variation within and between parent participation in harm prevention, combined with the complexities of parental responsibility, suggests caution in heavily relying on parents and families to monitor safety prevention. Participation by parents in harm prevention reflects in some way an overall comfort with hospital culture and care, and their own overall recognized role rather than specific safety efforts.
Our findings have implications for designing safety initiatives and creating cultures that encourage comfortable communication between families and providers by understanding the scope of safety and comfort for parents and the importance of each interpersonal interaction in a hospital. 26, 36 By design, promoting high reliability or consistent health care worker practices necessitates standardization of tasks and care around specific practices (safe medication ordering, central line care). However, our study suggests that parents and families perceive this risk-focused approach may not translate for "safety" from a patient and family perspective but instead involves as a challenge to the holistic notion of safety culture that includes staff and families. Surveys of a larger population of families about common elements needed to promote family and parent engagement would be next steps.
Limitations
This qualitative study, using purposeful sampling, with oversampling of less assertive families, resulted in thematic saturation, producing robust and valid results. The narrow focus of interview questions and saturation limits generalizability; however, our intention was to develop a rich description of discovery. Within detailed 10 interviews, we achieved that goal and 2 subsequent interviews confirmed no new emerging themes.
In addition, the sample focused on parents of children actively receiving care. It is possible, especially in view of the findings, that parents were reticent to express concerns for fear that it could impact their child's care, despite explicit assurances otherwise. As a qualitative study, the socioeconomically diverse but mostly female participants reflect the population at one particular institution, a smaller children's service within a Magnet-certified academic medical center in a large urban area. Our pediatric service, with its evolving organizational culture of quality, safety, and patient centeredness, may not represent all acute care hospitals.
CONCLUSIONS
By exploring the experiences of a diverse group of parents that varies across a spectrum of psychosocial and empowerment/activation characterizations, we identified potential modifiable factors around hospital culture and practice that affect parent engagement in safety and care at any given time in a child's illness and admission. Families of hospitalized children are willing to extend their parental role to safety advocate and protector depending on their comfort in the overall environment. Efforts at safety-focused engagement without first establishing a flexible but consistently inviting culture overall for families may preclude narrowly focused, isolated efforts to partner with parents on safety to their own ability. These findings can be immediately useful as concrete examples for staff training on patient perspectives as well as informing patient facing materials.
